Non-surgical treatment of aneurysms of bilateral persistent sciatic artery  by Sogaro, F. et al.
Eur J Vasc Endovasc Surg 12, 503-505 (1996) 
CASE REPORT 
Non-surgical Treatment of Aneurysms of Bilateral Persistent 
Sciatic Artery 
F. Sogaro .1, D. Amroch 1, E. GaleazzP,  F. Di Paola 2, P. Mancinell i  2 and L. Ganassin ~ 
Department of 1Vascular Surgery and 2Ili Radiology, Regional Hospital of Treviso, 1 31100 Treviso, Italy 
Introduction 
Persistent sciatic artery (PSA) is a rare congenital 
anomaly and the bilaterality of this condition is even 
rarer. Only 168 cases have been described in "the 
literature. 1 Complications include aneurysm forma- 
tion which was embolise distally or rupture. 
Case Report 
weeks her symptoms vanished. Considering the natu- 
ral history of this pathology, 1"7 we decided to adopt an 
identical strategy on the left side. Under angiographic 
control (Fig. 4) the left sciatic artery was occluded 
from its origin. A small segment of this artery refilled 
because of a retrograde flow from a distal anastomotic 
arc. 
At follow-up 1 year later the patient did not have 
any symptoms and had normal peripheral pulses. The 
atrophy of the right gluteal region persisted. 
A 73-year-old woman presented with a pulsatile mass 
in the right gluteas muscle which was atrophic. There 
was no history of trauma. For a few months she had 
complained of pain in the right gluteal region radiat- 
ing to the lower part of the thigh and leg in the 
distribution of the right sciatic/popliteal nerve. MR 
angiography showed an aneurysm of the right gluteal 
region (Fig. 1). Subsequently a digital arteriogram 
showed persistent bilateral sciatic arteries, with a large 
aneurysm on the right side, in the retrotrochanteric 
area and a small saccular aneurysm on the left side 
(Fig. 2). 
The malformation was considered incomplete as 
there was a normal iliofemoropopliteal xis. The 
existence of this dual vascularisation f the lower right 
limb allowed us to consider embolisation to exclude 
and treat the aneurysm of the right sciatic artery. 
Via a left transfemoral pproach an angiographic 
balloon was positioned proximal to the aneurysm of 
the right sciatic artery occluding its lumen (Fig. 3). The 
patient made an uneventful recovery and in a few 
*Please address all correspondence to: F. Sogaro, Consultant 
Vascular Surgeon, Regional Hospital of Treviso, I 31100 Treviso, 
Italy. 
Discussion 
During the first 6 weeks of the embryonal develop- 
ment the sciatic artery is the principal and dominant 
Fig. 1. NMR of the aneurysm of the right sciatic artery before 
endovascular occlusion. 
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vessel of the lower limb. Beyond this week the 
continuity of this artery is interrupted as the femoral 
artery becomes larger, and becomes the only artery 
supplying the lower limb bud. The remnants of the 
sciatic artery participate in the formation of the 
inferior gluteal, deep femoral, popliteal, peroneal and 
pedal arterial system. The sciatic artery may persist as 
the dominant blood supply to the lower extremity or 
as a parallel blood supply, this is a rare congenitM 
anomaly which is bilateral in only 25%. 2 The axis of 
external iliac - superficial femoral artery fails to 
develop in 6% 3 or is hypoplastic in 60% of patients 
with PSA. 4 In our case the anomaly was the "com- 
plete" type. This occurs in only 8% of cases. Paris et aI. s 
emphasised the unfavourable natural history of 
patients with PSA: there are reports of ischaemic 
complications (chronic, subacute and acute) in more 
than half of the reported cases and aneuryssmal 
degeneration f the PSA is observed in 26-30%. The 
major complaint (42%) is lower back pain of sciatic 
origin and the major complication of the aneurysm is
thrombus formation resulting in acute "limb threat- 
ening" or chronic ischaemia due to distal thromboem- 
Fig. 3. The endovascular procedure: occlusion of the aneurysm of 
the right sciatic artery with a balloon. 
bolism or thrombosis of the aneurysm itself. The 
indication to treat the aneurysm of the PSA is 
therefore mandatory. 
Different surgical alternatives have been described: 
(1) resection of the aneurysm and direct anastomosis 
between the two ends of the vessel or a graft 
interposition; (2) exclusion of artery by proximal and 
distal ligation and iliaco- or femoropopliteal bypass 
Fig. 2. Bilateral aneurysms of the persistent sciatic artery: angiog- Fig. 4. The angiography 30 days after the procedure shows the
raphy before endovascular p ocedure, complete occlusion of the bilateral aneurysrn of the sciatic artery. 
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and (3) endoaneurysmoraphy. The technique that we 
utilised is not new. In 1985 Loh 6 described the 
advantages of this minimally invasive technique. This 
procedure is preferable to surgical treatment in 
patients with aneurysm of the PSA of the "incom- 
plete" type not only for elective cases but also in the 
event of rupture. An endovascular stent or an endolu- 
minal transaxial graft could be a good solution for the 
"complete type". However, the application of these 
techniques for sciatic artery aneurysms has yet to be 
described. 
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